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Rabies is endemic worldwide, and causes approximately
30 000 deaths per year. In the past 20 years, 12 deaths
have occurred in the UK, although all but one case were
contracted overseas. We have reviewed the current
literature regarding the management of possible rabies
exposure in the setting of a UK emergency department. The
article offers an overview of rabies, including pathology,
risk assessment, and current treatment, including both pre-
exposure and post-exposure prophylaxis. We have also
included a form online, which allows the correct
information to be obtained and recorded prior to seeking
advice from the local virology services.
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R
abies is endemic is many parts of the world.
In 1998, approximately 30 000 deaths in
India were attributed to rabies;1 between

30% and 50% of these deaths occurred in
children.2 In the UK, rabies was officially
eradicated in 1920;3 however, in the past
20 years, 12 people have died from rabies in the
UK. All but one of these cases contracted the
condition overseas. The most recent UK death
occurred in 2002, in an unvaccinated bat
conservationist in Dundee who contracted a
rabies virus (European bat lyssavirus (EBLV)
type 2) and did not receive post-exposure
prophylaxis. This case is only the second con-
firmed case of an EBLV type 2 infection in a
human after exposure to bats.4

In an emergency department (ED), rabies is
most frequently encountered in a traveller
returning from abroad who has suffered an
animal bite and who is seeking advice regard-
ing risk. In 1997, 472 such individuals were
referred to the Central Public Health Laboratory
and received post-exposure vaccine, with or
without specific immunoglobulin, mainly fol-
lowing dog bites in rabies endemic countries.5

Rarely, if ever, has a dog bite that occur-
red in the UK been felt to present a risk of
rabies.

PATHOLOGY
Virology
Rabies is caused by a neurotropic virus of the
genus Lyssavirus. Derived from the Greek for
frenzy, this genus includes the classic rabies
virus, two European bat lyssaviruses, an
Australian bat lyssavirus, and the African
Duvenhage virus. They all produce a similar
fatal encephalomyelitis in humans, known as
rabies.

Transmission
Because some infected animals also die from the
infection, rabies is not a true zoonosis.6 A survey
of rabid dogs in the USA showed that all died
within 8 days (median 3) of becoming ill.7

Animals will often behave strangely once
infected, demonstrating increased aggression,
ataxia, lethargy, or excess salivation; nocturnal
animals may become active during the daytime.
Rabies is an infection initially of wild and then

domestic animals, which is spread to humans by
bites, contact with mucosal membranes, and (to
a much lesser extent) aerosol inhalation in bat
caves. Most infections (90%) are transmitted via
domestic animals (cats and dogs), mainly due to
their closer association with humans.8 There
have been only three documented cases of
transmission of rabies to humans from bats in
Europe in the last 25 years. After the Dundee
infection, 2000 bats from the UK were analysed,
and only two were found to be EBL positive
(both Daubeton bats). However, in mainland
Europe, between 1977 and 2000, over 600 bats
were found to be positive.3 The European bat
lyssavirus has only been reported to be the cause
of death in four patients across Europe since
1977.9

Almost all transmissions are via bites. As the
virus is excreted in saliva, infection can occa-
sionally occur via scratches infected with saliva,
though the infection rate is 50 times lower.10

Human to human transmission has not been
recorded, with the exception of six iatrogenic
cases resulting from corneal graft implants.11

These had been taken from patients with non-
specific neurological disease, and resulted in
rabies infection developing in the recipient 22–
39 days later, with all but one case being fatal.
Increased awareness of this risk has meant that
there have been no documented iatrogenic cases
for the last 15 years.
Airborne transmission is thought to have

occurred in two men who inhaled virus aerosols
generated in caves inhabited by rabid bats, and
in a laboratory worker who became infected
while rabid sheep brains were being ground for
vaccine production.12

The virus may be shed in breast milk, and
there has been at least one suspected case of
transmission from a mother to a breastfed
infant.13 Transplacental infection occurs in ani-
mals but has not been reported in humans. A
number of women with rabies encephalitis are
known to have delivered healthy babies.

Abbreviations: CDSC, Communicable Disease
Surveillance Centre; EBLV, European bat lyssavirus; ED,
emergency department; HRIG, human rabies
immunoglobulin
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